Dr Chadfield: The resistance to chemotherapeutic substances encountered in this patient is to be expected from the type of fungus present. I would be glad to hear if anyone has had any personal experience of this condition and would welcome any suggestions as to the further management of this case.
Dr R W Riddell: In a recent world-wide survey of cases of mycetoma it was estimated that about 40% were due to true fungi (Mariat 1963) . It is, of course, in this category that Dr Chadfield's case belongs. Madurella grisea, the fungus which his mycological adviser suggests is responsible for this black grain infection, is the commonest cause of the disease due to the true fungi in South America. Elsewhere in the world it is less common.
In the 60 % of cases of mycetoma not caused by true fungi, Actinomycetes are responsible. These are susceptible to a number of antibacterial type chemotherapeutic agents which would not be expected to be of value in the treatment of mycetomas due to true fungi. REFERENCE Mariat F (1963) Bull. Soc. Pat. exot. 56, 35 Postscript (22.1.64): The sensitivity tests to griseofulvin and amphotericin B showed that the organism was insensitive to these drugs. The patient finally consented to undergo operation and the tumour was dissected out on 13.1.64 with the sacrifice of only a few tendons on the dorsum of the foot. It is planned to undertake grafting at a later date.-HWC Angiokeratoma Corporis Diffusum I S Hodgson-Jones MD MRCP A K, female, aged 30. Italian, married History: Rash on buttocks appeared four years ago and slowly spread. She also complained of lethargy and hiccup. She had had no previous illnesses.
General physical examination: Angiomatous and keratotic papules on buttocks and right arm. Cardiovascular system normal. Blood pressure 120/80. Alimentary system: liver and spleen impalpable. Respiratory and central nervous systems normal.
Investigations: Blood count and plasma proteins normal. ESR (Wintrobe) 25 mm in one hour, corrected for PCV of 39% to 15 mm. Urine: sterile pyuria. Culture: Myco. tuberculosis grown. Blood urea 26 mg/100 ml. X-rays: Chest: calcification of both hilar and mid zones; healed primary tubercle; heart shows no enlargement. IVP: left hydronephrosis. Bones of hands normal. Cervical spine: C.4, 5 and 6 show flattening and double-contoured vertebral bodies.
Eyes: Slit-lamp examination shows that the substantia of the cornea is rather mottled in the central area, although the changes seen were thought to be those not uncommonly seen in normal subjects. No corkscrewing or beading of the retinal veins. No wedge-shaped opacities or mustard-tinted veiling. Visual acuity and fields normal.
Biopsy: Thin-walled cavernous angiomatous spaces high in the dermal papilla, associated with acanthosis and hyperkeratosis of the overlying epidermis.
Comment
Unfortunately no opportunity has arisen to examine any other members of her family, as they live in Italy, but so far as can be ascertained none suffers from this complaint.
The numerous systemic associations of this disease have been reviewed by Wise et al. (1962) . They stress the extreme rarity of the condition in women and suggest that this is because it is a sexlinked genetic abnormality with only occasional penetrance in the heterozygous female.
There were no conclusive eye changes, but this is an early case and it is possible that further opacities will occur later.
The finding of double-contoured vertebral bodies in the cervical spine has been described previously in this condition. It is a very rare abnormality and is unlikely to be a fortuitous finding unconnected with the skin changes.
In the course of investigations it was found that this patient had renal tuberculosis. She has received medical treatment for this with apparently successful results, but without any alteration in the skin lesions. Dr D Wise: There has been little change in the lesions of this woman with widespread angiokeratoma since Dr Hodgson-Jones kindly showed her to me three years ago. The present patient differs from the five women I have seen with clustered skin lesions due to hereditary diffuse angiokeratoma. The main points of distinction are that the present patient has a very florid eruption with profuse, large lesions and obvious hyperkeratosis, whereas the hereditary disorder in women and children usually has to be sought with a magnifying lens and most heterozygous females have either no detectable skin lesions or only a few scattered punctL insufficient in themselves for confident diagnosis. Of even greater importance is the absence of any comeal epithelial dystrophy on slit-lamp examination in this patient, for it is present in most heterozygotes for diffuse angiokeratoma, even in those with no rash.
The vertebral changes here are difficult to assess; unfortunately the X-ray appearances in Price's case were not published and the plates were destroyed (Price, 1955, Brit. J. Derm. 67, 105, and personal communication) .
It seems likely that Dr Hodgson-Jones's patient does not have hereditary diffuse angiokeratoma but some rare and little known disorder.
Dr J S Pegum: What is a double-contoured vertebral body?
Dr Hodgson-Jones: Double-contoured vertebral bodies are a radiological appearance. The upper and lower margins of the bodies are reduplicated. The nature of the abnormality leading to this appearance is not known.
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